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INTRODUCTION

Interest in ethnocultural aspects of PTSD has grown dramatically in
recent years.

Within the last two decades, there has been an increased interest in
the study of ethnocultural aspects of posttraumatic stress disorder (PTSD).
This interest has manifested itself through the publication of numerous
books, technical reports, and journal articles on a spectrum of ethnic pop-
ulations and ethnic aspects of PTSD. However, during this time period,
there have been few literature reviews on the topic, and those literature
reviews that have been published have been limited to either specific topics
(e.g., assessment); traumas (e.g., refugee status); or ethnic groups (e.g., In-
dochinese).

Some examples of literature reviews include those by Penk and Allen
(1991), who summarized the research literature on clinical assessment
among ethnic minority Vietnam War veterans; de Girolamo (1992), who
summarized the literature on the treatment and prevention of PTSD among
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victims of natural disasters in different countries; Friedman and Jaranson
(1992), who summarized the literature on PTSD among refugees; and Mar-
sella, Friedman, & Spain, who offered a brief overview of the topic with
an accompanying annotated bibliography (1992), and more detailed anal-
ysis (1993).

One reason for the limited number of literature reviews on ethno-
cultural aspects of PTSD is that the information on the topic is distributed
across hundreds of publications and is focused on different (a) ethnocul-
tural groups (e.g., Afro-Americans, American Indians, Asian Americans,
Cambodians, Hispanics); (b) victim populations (e.g., war veterans, refu-
gees, torture victims, prisoners-of-war, rape and other crime victims, victims
of natural and non-natural disasters); (c) traumatic events (e.g., Vietnam
War, Afghan War, Northern Ireland Conflict, Buffalo Creek Disaster, Cher-
nobyl, Three Mile Island, San Ysidro Massacre, refugee camp internment,
rapes, other criminal assaults); and (d) clinical topics (e.g., epidemiology,
measurement, clinical diagnosis, alternative therapies).

In addition to the problematic nature of surveying, organizing, and
critically reviewing such a sizable research and clinical literature, there is
the issue of research quality. For example, the majority of ethnocultural
studies on PTSD have assumed that by studying one or more racial or
ethnocultural groups they were, in fact, accounting for the variance asso-
ciated with ethnocultural factors. However, as will be pointed out in detail
in later sections, a comparison of different races or ethnic groups in the
absence of a priori criteria for defining meaningful group divisions limits
our understanding of any group differences found.

What does it mean, for example, when Whites, African Americans,
American Indians, and Hispanics are found to differ in rates of PTSD if
the samples studied also differ in educational level, social class, exposure
to trauma, regional background (e.g., Cubans, Puerto Ricans, Mexicans),
urban—rural residence, and so forth? Using broad categories of ethnocul-
tural group membership as the basis for research studies may, in fact, create
more problems than it resolves. It is essential that clinical studies attrib-
uting differences in PTSD rates, expression, and treatment responsivity to
ethnocultural variables control for, or at least account for, these and other
possible sources of variance.

In addition, there are considerable within-group ethnocultural differ-
ences among African Americans, Asians, Hispanics, and Whites, and these
differences must be considered in valid cross-cultural research. For example,
there is no single African American subculture. There are a variety of
African American experiences, and these differ from one another in dra-
matic ways. Consider the contrasts among African American groups such
as Haitians, Black Cubans, Jamaicans, Brazilians, and Ethiopians; South-
ern-rural Blacks, and Northern-urban Blacks; and wealthy professional, and
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impoverished Blacks. PTSD among these different groups may not have
similar causes, expressions, or experiential and social implications because
these groups are, in fact, different from one another in numerous ways.

In spite of the many publications addressing ethnocultural aspects of
PTSD, relatively little is known about the relationship between ethnocul-
tural factors and the etiology, epidemiology, onset, diagnosis, course, out-
come, and assessment and treatment of PTSD. The present chapter has
three major purposes: (a) to summarize and critically review the existing
cross-cultural PTSD literature, especially as it pertains to veterans and ref-
ugees, the two groups most frequently studied; (b) to discuss some of the
major conceptual and methodological issues involved in understanding the
relationship between culture and PTSD; and (c) to recommend conceptual
and research approaches for studying ethnocultural aspects of PTSD.

While a universal neurobiological response to traumatic events most
likely does exist, there is room for considerable ethnocultural variation in
the expressive and phenomenological dimensions of the experience, espe-
cially among comorbidity patterns and associated somatic, hysterical, and
paranoid symptoms and experiences. The extensive research literature on
ethnocultural variations in psychopathology points to the importance of
our understanding the pathoplastic aspects of severe psychopathology and
other forms of mental disorder. If more sensitive cross-cultural research and
clinical methods are used in the study of PTSD, ethnocultural variations
may emerge with greater regularity and clarity. Therefore, at this point in
time, a number of research questions remain to be answered regarding the
relationship between ethnocultural factors and the etiology, rates, expres-
sion, experience, and treatment of PTSD. A purpose of this chapter is to
examine some of these questions.

AN OVERVIEW OF THE EPIDEMIOLOGICAL
AND CLINICAL LITERATURE

Refugees

There are several reviews that have examined mental disorders among
populations considered to be at high risk for PTSD (e.g., refugees, immi-
grants, veterans, concentration camp survivors) that can shed partial light
on possible relationships between traumas and the rates and clinical man-
ifestations of PTSD in different ethnocultural populations (e.g., Arthur,
1982; Beiser, 1991; Friedman & Jaranson, 1992; Garcia-Peltoniemi, 1992a,
1992b; Mollica, 1988; Weisaeth & Eitinger, 1991). In addition, the Na-
tional Center for PTSD Research Quarterly (NC PTSD, 1991) recently
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compiled a bibliography of traumatic reactions among Asian and European
refugee, concentration camp, and veteran populations.

More recent studies of PTSD, among Indochinese refugees continue
to support the close relationship between the traumas associated with ref-
ugee status and PTSD and related anxiety and depressive disorders (e.g.,
Beiser, Turner, & Ganesan, 1989; Boehnlein, 1987a, 1987b; Boehnlein,
Kinzie, Rath, & Fleck, 1985; de Girolamo, Diekstra, & Williams, 1989;
Friedman & Jaranson, 1992; Goldfeld, Mollica, Pesavento, & Faraone,
1988; Lin, Ihle, & Tazuma, 1985; Kinzie, Boehnlein, Leung, & Moore,
1990; Kinzie, Frederickson, Rath, Fleck, & Karls, 1984; Kroll, Habenicht,
MacKenzie, & Yang, 1989; Mollica, 1988; Mollica, Wyshak, & Lavelle,
1987; Moore & Boehnlein, 1991; Nicassio, 1985).

Westermeyer and his coworkers (e.g., Westermeyer, 1988; Wester-
meyer, Williams, & Nguyen, 1992;. Williams & Westermeyer, 1986) have
edited and authored a number of books on refugee mental health that
contain extensive material on the diagnosis and treatment of PTSD among
Indochinese refugees and other groups. Rozee and Van Bomel (1989)
looked at the effect of war trauma on older Cambodian women.

An example of the extensive studies on PTSD among Indochinese
refugees is provided by Kinzie, Frederickson, Rath, Fleck, and Karls (1984),
who surveyed 322 patients at a psychiatric clinic for Indochinese refugees
to determine the presence of PTSD. They found that 226 patients met the
criteria for a current diagnosis of PTSD, and an additional 15 met the
criteria for a past diagnosis. The Mein (Laotian hill people) had the highest
rate of PTSD (93%) and Vietnamese refugees had the lowest (54%). The
authors concluded that PTSD is a common disorder among Indochinese
refugees, but the diagnosis is often difficult to make because of communi-
cation difficulties that complicate the diagnostic process.

Cervantes, Salgado de Snyder, and Padilla (1989) mvestlgated self-
reported symptoms of depression, anxiety, somatization, generalized distress,
and PTSD in a community sample of 258 immigrants from Central Amer-
ica’ and Mexico and 329 native-born Mexican Americans and Anglo-
Americans. Research instruments included the SCL-90-R and the Center
for Epidemiologic Studies Depression Scale. The authors found that im-
migrants had higher levels of generalized distress than native-born Amer-
icans. They also found that 52% of Central American immigrants who
migrated as a result of war or political unrest reported symptoms consistent
with a diagnosis of PTSD, compared with 49% of Central Americans who
migrated for other reasons and 25% of Mexican immigrants. Other studies
involving Hispanic refugee PTSD victims have been published by Lopez,
Boccellari, and Hall (1988); Summerfield and Toser (1991); and Urrutia
(1986).
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Natural Disasters and Political and Family Traumas

Perry (1986), de Girolamo (1992), and de Girolamo & Orley (1992)
summarized much of the literature on the relationship between natural
disasters and PTSD across national boundaries. They concluded that nat-
ural disasters are an important source of psychiatric adjustment difficulties
among survivors regardless of the country in which the disaster occurred.
One example of PTSD following a natural disaster was reported by de la
Fuente (1990), who evaluated emotional reactions in 573 people (age
18-64 years) associated with the Mexican earthquakes, and found that
32% of the victims displayed PTSD, 19% had generalized anxiety, and 13%
had depression. In the same study, he found that of 208 women housed in
shelters, 72.3% showed no psychopathological symptoms, 18% displayed
some signs of decompensation, and 9.5% suffered severe decompensation.

Holen (1990); Malt (1988); Malt, Blikra, & Hoivik, (1989); and Wei-
saeth (1989), studied the effects of industrial disasters and civilian acci-
dents among Scandinavian populations. Weisaeth (1989) found a direct
relationship between the severity of trauma exposure and PTSD symptoms
among survivors of a paint factory explosion in Norway. Immediate PTSD
reactions were reported by 80% of the high-stressor-exposure group while
only 5% showed a delayed PTSD response. The seven-month-point prev-
alence of PTSD was 37% among high-stressor-exposure victims but only
4% among low-stressor-exposure victims. The direct relationship between
stressor exposure and PTSD among this cultural population is consistent
with reports of others around the world and suggests a possible universal
relationship between extent of trauma and risk of PTSD symptomatology.

In addition to the work of Holen and Malt and his coworkers on
Scandinavian victims of industrial disasters and civilian accidents, there
have been many other cross-cultural studies of natural disasters and polit-
ical and family traumas. For instance, Kim (1987) discussed PTSD-like
symptoms among battered housewives in Korea. Solomon (1989) discussed
the dynamics of PTSD in South African political detainees. Lima, Pai,
Santacruz, and Lozano (1991) evaluated 102 victims of the Armero vol-
canic eruption and mudslide disaster and found that the majority of the
victims met DSM~III-R criteria for PTSD and depression.

American Military Veterans

There have also been numerous recent publications on ethnocultural
variations in the rates and clinical phenomenology of PTSD among Amer-
ican military veterans. Studies of PTSD among American Vietnam War

veterans have reported conflicting PTSD rates. Some studies suggested
Blacks have higher rates of PTSD than Whites or Hispanics (e.g., Allen,
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1986; Green, Grace, Lindy, & Leonard, 1991; Laufer, Gallops, & Frey-
Wouters, 1984; Parson, 1984; Penk, et al.; 1989).

Parson (1985) has proposed a “tripartite adaptational dilemma”
among ethnocultural minority Vietnam War veterans in which the veterans
must resolve the triple effects of a “bicultural identity, institutional racism,
and residual stress from trauma” in dealing with the war. He suggests an
increased risk of PTSD and other psychiatric disorders for ethnocultural
minority veterans. Penk and Allen (1991), commenting on possible dif-
ferences in the rates of PTSD among ethnic groups, stated:

Research has consistently demonstrated that effects of the Vietnam
war are more pronounced among the American minorities who served.
That is, studies of treatment seeking and non-treatment seeking sam-
ples concur in showing higher rates of maladjustment among non-
whites than whites. . . . Readjustment needs of any veteran are complex
but those of the American minority veterans are compounded by the
traditional ethnic minority problems of other stresses produced by prej-
udice in a segregated and racist society. Racism adds stresses to trau-
matic experiences. ... But many clinicians have not comprehended
the additional complications experienced by many American minority
Vietnam veterans whose stress reactions are increased by their expe-
riences of not being majority culture members. (p. 45)

Marsella, Chemtob, & Hamada (1990) suggested that ethnocultural
minority Vietnam veterans might have an increased risk for developing
PTSD because of a number of factors, including the following: (a) Eth-
nocultural minority soldiers were subjected to increased stress because of
racial stereotypes, ridicule, and inequitable treatment; (b) they were sub-
jected to increased stress because they were asked to fight against non-
white people on behalf of a country that many considered racist; (c) the
Vietnamese reminded many of the veterans of family, friends, and other
minority groups, thus, they were unable to dehumanize the Vietnamese;
and (d) personality and interpersonal style of ethnocultural minority sol-
diers did not fit in with military preferences. In brief, ethnocultural mi-
nority veterans may have had increased levels of stress and reduced coping
resources available to them, resulting in a higher risk of PTSD.

However, issues have been raised about the confounding effects of
substance abuse problems (e.g., Carter, 1982); early life stressors (e.g., Bres-
lau, Davis, Andreski, and Peterson, 1991); and more severe combat stres-
sors among African Americans. Green, Grace, Lindy, and Leonard (1991)
were surprised to find high lifetime PTSD diagnosis probabilities of 42%
for Whites and 72% for Blacks, and current PTSD probabilities of 30% for
Whites and 47% for Blacks. Linking these differences to the Vietnam War
experience, however, was problematic because of confounds arising from
status and historical differences between the two groups.
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Some studies have suggested that Hispanics are also at increased risk
for PTSD (e.g., Becerra, 1982; Escobar et al., 1983). Escobar et al. (1983)
noted that PTSD was rarely seen as a discrete entity among Hispanics, but
rather was mixed within other DSM-III categories. Pina (1985) also noted
both increased risks and diagnostic variations in PTSD among Hispanic
veterans.

The National Vietnam Veterans Readjustment Study (NVVRS) study
of PTSD rates was a comprehensive national epidemiological survey of
current and lifetime prevalence rates of PTSD conducted under contract
from the Department of Veterans Affairs (see Kulka et al, 1990). This study
offered a comparison of PTSD among White, Black, and Hispanic male
and female populations. Other ethnocultural groups were considered too
small in number to provide comparative data. The NVVRS study found
that Hispanic populations suffered higher current rates of PTSD (28%)
than Blacks (19%) or Whites (14%). However, it should be pointed out
that when data were controlled for war-zone trauma exposure, differences
between White and Black prevalence rate differences disappeared, and
White versus Hispanic rate-differences became much smaller. In another
analysis of NVVRS data, Jordan et al. (1991) reported that Hispanics were
at an increased risk for alcohol and other substance abuse and general
anxiety disorder, and African Americans for antisocial personality disorder.

Both of these studies are good examples of the importance of ac-
counting for nonethnocultural factors in ethnocultural research. However,
on the other hand, the NVVRS made no effort to use culturally sensitive
assessment materials in the determination of cases. Furthermore, the study
did not sample American Indian, Asian American, or Pacific Island vet-
erans in sufficient sizes to reach conclusions about the prevalence of PTSD
among these groups. As a result, the United States Congress has directed
the National Center for PTSD of the Department of Veterans Affairs to
study rates of PTSD among ethnocultural groups not included in the study,
and to develop culturally sensitive instruments for the detection and dif-
ferentiation of PTSD among these groups. This study is currently in pro-
gress (see Friedman, Marsella, Ashcraft, Keane, & Manson, 1992).

There have been few studies of PTSD among American Indian or
Asian American Vietnam War veterans. However, several papers have sug-
gested that minority-status stress, racial prejudice, and identification with
Vietnamese people and culture may have increased the risk of PTSD among
American Indians (e.g., Barse, 1984; Holm, 1982, 1989; Silver, 1984) and
Asian Americans (e.g., Hamada, Chemtob, Sautner, & Sato, 1988; Mar-
sella, Chemtob, & Hamada, 1990). It is noteworthy that Parson (1984)
and Allen (1986) feel that the risk of PTSD was enhanced among Black
veterans because of their identification with the Vietnamese.

In contrast, there have been numerous studies of PTSD among vet-
erans from other nations including Australia (e.g., Streimer, Cosstick, &
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Tennant, 1985; Tennant, Streimer, & Temperly, 1990); Canada (e.g.,
Stretch, 1990, 1991); Israel (e.g., Solomon, K., 1989; Solomon, Z., 1989;
Solomon & Mikulincer, 1987; Solomon, Oppenheimer, & Noy, 1986; Sol-
omon, Weisenberg, Schwartzwald, & Mikulincer, 1987); and Sweden
(Kettner, 1972). These studies are not methodologically comparable to the
American veteran studies of PTSD, so comparisons of data are difficult.
However, they do provide additional demonstrations of the link between
PTSD and combat experiences.

Tennant et al. (1990) reported that 19% of the Australian Vietnam
War veterans suffered from PTSD. However, limitations in sampling and
assessment confounded the results. Stretch (1991) reported a prevalence
rate of 65% among self-selected Canadian and some American Vietnam
War veterans using PTSD symptomatology as the case index rather than
clinical diagnoses. He attributed this exceptionally high rate to lack of
recognition, lack of PTSD services, and isolation of veterans in Canada.
Solomon and her coworkers (Solomon et al., 1987) reported that 59% of
a sample of Israeli soldiers who fought in the 1982 Lebanese conflict had
PTSD one year after the end of the war. The variations in these rates are
a result of different case criteria and research methodologies. However, as
a group, they point to the fact that combat experience is closely linked to
PTSD. It should be noted that Solomon and her coworkers have published
a score of studies on PTSD among Israeli soldiers, of which interested
readers should be aware.

Assessment Studies and Issues

There are only a few published ethnocultural studies of PTSD con-
cerned with assessment issues, in spite of the fact that cultural sensitivity
in assessment procedures may be a major factor in the determination of
PTSD rates and clinical features (e.g., Penk & Allen, 1991; Penk, Robi-
nowitz, Dorsett, Bell, & Black, 1989). Allodi (1991) reviewed some of the
assessment methods used with international torture victims; he reported
no efforts to accommodate methods to specific ethnocultural populations.
Westermeyer and Wahmemholm (1989) commented on the difficulties of
assessing the traumatized combat and refugee patient. Mollica et al., (1992)
attempted to develop a questionnaire for measuring trauma, torture, and
PTSD among Indochinese refugees using refugee experiences rather than
Western standards.

However, most studies of non-White PTSD victim populations have
tended to use standard clinical methods. As a result, questions arise about
the validity of the conclusions reached because many of these instruments
were constructed and normalized with White populations. Nevertheless, it
is important to note that consistent symptomatology has been reported
with the use of a variety of popular Western psychiatric instruments (e.g.,
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SCL-90, DIS, MMPI, CED-S, M-PTSD) across a variety of different eth-
nocultural groups. A paper by Jaranson and Shiota (1989) is noteworthy
because they developed an interview assessment package for specific use
with Indochinese refugee PTSD victims.

Therapy Studies

Psychotherapy Studies

There have been no systematic comparisons of therapy outcomes or
processes among PTSD victims from different cultures using accepted ex-
perimental design procedures (e.g., control groups, alternative therapies,
multiple outcome measures). However, there have been a number of reports
on various therapy experiences with different ethnocultural groups. Some
of these indicate the importance of adjusting therapies to the patient’s
ethnocultural background.

For example, Parson (1990) discusses a special form of PTSD therapy
that he used for Black veterans. He called his therapy approach post-
traumatic psychocultural therapy (PTpsyCT). In contrast to other thera-
pies, Parson integrated the Vietnam sector, the African/slavery sector, the
Eurocentric sector, and the post-Vietnam sector of the Black veterans ex-
periential world. He cited ten basic principles that distinguished PTpsyCT
from other psychotherapies. Baumgartner (1986) reported success with
Black veterans using sociodrama, a form of group therapy that encourages
catharsis. However, he did not specify procedures that would be therapeu-
tically unique to different ethnic groups, nor did he discuss the biases and
problems associated with this method among other populations.

Allen (1986) noted that cross-cultural therapy with Black veterans is
complicated by a variety of factors including the tendency to misdiagnose
Black patients;, the varied manifestations of PTSD in this group; the Black
patient’s frequent alcohol and drug abuse; and medical, legal, personality,
and vocational problems. Allen acknowledges that these factors make it
difficult to treat Black veterans using traditional therapeutic approaches.

Krippner and Colodzin (1989) cited the success of using indigenous
healers (American Indian and Asian) in treating PTSD among Vietnam
War veterans from these groups. They noted that the traditional practi-
tioners used therapies that helped veterans “regain power,” “cleanse them-
selves,” and “decrease shame, guilt, and rage.” Among American Indians,
sweat lodges, vision quests, and other indigenous practices have been used
successfully with American Indian veterans. Holm (1982) and Silver and
Wilson (1990) reported success with a variety of American Indian purifi-
cation and healing practices.

Lee and Lu (1989) called attention to the importance of considering
ethnocultural factors in the treatment of Asian populations. Their article
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discussed functional and dysfunctional coping strategies of Asian immi-
grants and refugees and offers some principles for the psychiatric assessment
of Asian immigrants and refugees who may have PTSD. Culturally specific

supportive, behavioral, and psychopharmacological approaches; (c) amytal
and hypnosis; and (d) folk healing. Niem (1989) also noted some of the
problems and possibilities associated with the use of Western psychiatric
therapies among Vietnamese refugee populations.

Boehnlein (1987a, 1987b) discussed the importance of considering
cultural factors in PTSD therapy with Cambodian women who were con-
centration camp survivors. He stressed that attention to cultural factors
helped provide more comprehensive and valid diagnostic and treatment
formulations. Kinzie and Fleck (1987) described their therapy experiences
with four severely traumatized refugees from different Indochinese coun-
tries. They noted therapeutic problems include the setting in which therapy
takes place, reactivation of PTSD, lack of objectivity by the therapist, and
the failure of the therapist to provide effective assistance with the imme-
diate social and urgent financial needs of the refugees.

Jaranson (1990); Kinzie, (1985, 1989); Kinzie and Fleck (1987); Kin-
zie, Tran, Breckenridge, and Bloom (1980); Mollica and Lavelle (1988);
Rosser (1986), and Westermeyer (1989) all noted that counseling and psy-
chotherapy adjusted for the ethnocultural traditions of Indochinese refu-
gees can be helpful in reducing traumatic stress. They urge increased sen-
sitivity to cultural factors in treatment procedures.

Dobkin de Rios and Friedmann (1987) used a culturally sensitive
hypnotherapeutic intervention for Hispanic burn patients with symptoms
of PTSD because of the difficulties that recent monolingual Mexican mi-
grants experience in responding to psychological interventions that are
culturally insensitive. A combination of the hypnotherapeutic interven-
tions, systematic desensitization, and other culturally sensitive therapeutic
activities helped the effective rehabilitation of Hispanic burn patients. Ar-
redondo, Orjucla, and Moore (1989) discussed the value of family therapy
in treating Central American war refugees who have suffered traumas.

Although many countries have torture rehabilitation centers that are
heavily concerned with PTSD, there are no comparative reports of the
therapeutic effectiveness of different approaches (e.g., psychoanalysis vs.
behavior modification) as a function of ethnocultural variables. Research
on this topic should be encouraged because of the ready opportunity for
well-designed comparative cultural studies.

Psychopharmacology

It is noteworthy that interest in ethnopharmacology has grown con-
siderably in the last decade. Much of the current research on the topic has
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been generated by Lin and his colleagues at the NIMH-funded research
project on ethnopharmacology based at UCLA (see Lin & Finder, 1983;
Lin, Poland, & Lesser, 1986; Lin, Poland, Anderson, & Lesser, chapter 20,
this volume). Kinzie, Leung, Boehnlein, and Fleck (1987) discussed the
use of antidepressants in Southeast Asian patients. Jaranson (1991) also
offered a summary of his medication experiences with refugee populations.
However, there have no been no carefully controlled experimental studies
of psychoactive treatments of trauma victims from different ethnocultural
backgrounds. :

One of the few clinical studies on the topic was an open trial of
clonidine and imipramine in Cambodian PTSD patients conducted by Kin-
zie and Leung (1989). They reported that 68 severely traumatized Cam-
bodian refugee patients who suffered from chronic PTSD and major de-
pression improved symptomatically when treated with a combination of
clonidine, an alpha-2 adrenergic agonist, and imipramine—a tricyclic an-
tidepressant. In addition, a prospective study of 9 Cambodian PTSD pa-
tients (aged 31-64 yrs) using this combination resulted in improved symp-
toms of depression among 6 patients, 5 of whom improved to the point
that DSM-III-R diagnoses were no longer applicable.

Kinzie and Leung concluded that clonidine and imipramine reduced,
but did not eliminate, hyperarousal symptoms, intrusive thoughts, night-
mares, and startle reactions in their Cambodian patients. They felt the
imipramine—clonidine combination was well tolerated and should be ex-
plored further in treating severely depressed and traumatized patients. Frei-
mer, Lu, and Chen (1989) reported the use of amobarbital interviews with
a 23-year-old male Laotian refugee veteran whose symptoms and clinical
course fit DSM-III-R criteria for combat-related disorder and PTSD. They
noted that the patient was more responsive following three amobarbital
interviews, and this provided diagnostic information that helped treatment
through expanded use of suggestion and abreaction.

Summary

With the exception of the Parson (1990) report, there have been no
systematic efforts to develop alternative forms of psychotherapy that are
applicable to distinct ethnocultural groups of PTSD victims. The use of
indigenous methods holds some promise for future treatment; however, it
will be necessary to conduct rigorous experimental studies (i.e., control
groups) to test the efficacy of these methods. Most reports of psychotherapy
with PTSD victims from different ethnocultural groups have explored
Western methods, making adjustments for certain ethnocultural traditions.
Much the same can be said of the psychopharmacology reports on PTSD
among different ethnocultural groups. What is needed now are experimen-
tal studies with double-blind crossover designs to test the effects of psy-

MARSELLA ET AL. 115




choactive medications on members of different ethnocultural groups suf-
fering from PTSD. There are no current publications that offer information
on differential treatments (i.e., dosage, medications, side effects, titration
levels).

SOME BASIC CONSIDERATIONS IN CONDUCTING
ETHNOCULTURAL RESEARCH ON PTSD

Ethnocentricity

The study of ethnocultural aspects of PTSD can provide insight into
a number of important dimensions of the problem including the role of
ethnocultural variables in the etiology, epidemiology, diagnosis, expression,
treatment, and prevention of PTSD. However, it is critical that the insid-
ious risks of ethnocentricity be closely monitored in cross-cultural studies
of PTSD. As in many other psychiatric disorders, virtually all of the theory,
research, and measurement on PTSD has been generated by Euro-
American, European, Israeli, and Australian researchers and professionals.
When this knowledge is applied to members of these cultural traditions,
issues of cross-cultural validity and reliability are not as serious a problem
because the concepts and approaches are consistent with Western cultural
traditions. However, when these concepts and approaches are applied in-
discriminately to members of non-Western cultural traditions, including
ethnic minority members who still practice or are identified with non-
Western cultural traditions, there are serious risks of ethnocentric bias.

Ethnocentricity can be defined in this context as the tendency to view
one’s own way of thinking or behaving as the right, correct, or moral way,
and to reject all others as incorrect or of limited accuracy or value. As a
result of ethnocentric bias, concepts and methods of measurement of PTSD
may have only limited cross-cultural relevancy and usefulness. Ethnocen-
trically biased concepts do not encompass or include the experiences of
non-Western people, particularly with regard to their notions of health,
illness, personhood, and normality, as well as their expressions of sympto-
matology and phenomenological experiences of disorders such as PTSD.

Definition of Culture

Kluckholm & Murray (1957), stated, “Every man is like all other
men, like some other men, and like no other man” (p. 10). The wisdom
of these words is obvious. All human beings share a common biological
heritage that makes them all similar. But, it is also true that human beings
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belong to thousands of different ethnocultural groups, each of which shapes
both the content and process of individuals’ acquired learning. It is also
true that each human being is unique because of the specific interactions
of their biological, psychological, and cultural natures. Thus, in the process
of dealing with PTSD and other psychiatric disorders, we are dealing with
at least three different dimensions of human nature—universal, cultural,
and personal uniqueness.

Marsella (1988) has defined culture as

shared learned behavior which is transmitted from one generation to
another to promote individual and group adjustment and adaptation.
Culture is represented externally as artifacts, roles, and institutions, and
is represented internally as values, beliefs, attitudes, cognitive styles,
epistemologies, and consciousness patterns. (p. 10)

Ethnocultural Identity

Within the last decade, increased interest in and support for the con-
cept of diversity and cultural pluralism has resulted in a greater use of
ethnocultural identity as the principal independent variable in cross-
cultural research. Marsella (1990) has defined ethnocultural identity as

the extent to which an individual or group is committed to both en-
dorsing and practicing a set of values, beliefs, and behaviors which are
associated with a particular ethnocultural—cultural tradition. (p. 12)

Among ethnocultural minorities, the variations in behavior within a
given ethnocultural group are dramatic and profound, and any effort to
group people together for research on the basis of the largest possible eth-
nocultural dimension (e.g., Arab, Asian, Black, Hispanic) contributes ex-
cessive error variance to the design. Even within these larger categories,
the shared culture may be minimal because of geographical, genetic, and
psychocultural variation. In brief, researchers must emphasize the variations
and patterns within an ethnocultural tradition and heritage, and not simply
use general racial or national category when conducting cross-cultural re-
search. For instance, researchers should not group data according to large
variables such as “Japanese,” but rather break the group down into sub-
groups according to the extent to which they, for example, embrace or
endorse traditional practices and behaviors.)

The emergence of highly diverse and pluralistic cultures has led to
discontent with older views of ethnocultural identity that posited linear
notions of acculturation and assimilation (i.e., each new generation be-
comes progressively more Euro-American). These views considered the
dominant ethnocultural majority as being the end point toward which all
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ethnocultural minorities were striving. Today, we recognize that there are
a number of social statuses for minorities who do not acculturate to the
majority culture, including acculturated, bicultural, marginal, anomic, deviant,
and multicultural. In addition, emphasis is now placed on multiculturalism,
including multiple identities that emerge in response to situation demands
and prerequisites.

If research on ethnocultural identity is to progress and replace or
complement our current reliance on broader racial and ethnic categories
(i.e., Arab, Asian, Black, Hispanic), it is critical that efforts be made to
develop valid and reliable methods for assessing ethnocultural identity.
There are a number of different ways for assessing ethnocultural identity

(e.g., Marsella, 1991).

Equivalency in Assessment

If measurement concepts and methods are to be valid when applied
across cultures, it is necessary to meet certain requirements regarding equiv-
alency in language, concepts, scales, and norms. By equivalency, the au-
thors are referring to the extent to which these topics are similar among
the different cultural groups under study. There are four types of equiva-
lency that are important in psychiatric assessment, including linguistic,
conceptual, scale, and normative equivalence (e.g., Marsella & Kameoka,
1989). If measures are not equivalent, validity is questionable.

Ethnosemantic Methods

If the measures being used in a study do not meet the equivalency
challenges, a researcher may want to consider developing instruments for
the culture under study. This can be done through the use of ethnosemantic
methods, a series of techniques that have long been established in anthro-
pology to reduce ethnocentricity and bias. Marsella (1987) outlined the
ethnosemantic procedures and steps for the measurement of depressive af-
fect and experience. However, the procedures and steps are relevant to the
study of any concept (e.g., PTSD, emotion, health). The value of this
approach is that it begins with the subjective experience of the respondent
rather than the assumptions of the researcher. This helps reduce ethno-
centricity and bias resulting from the use of culturally insensitive and in-
appropriate materials and procedures. For example, it cannot be assumed
that anxiety, as we define and measure it in the Western world, is applicable
to the world of the African tribal member. It is not simply a question of
translation, it is a question of worldview and the implications that different
worldviews may have for understanding human behavior.
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CONDUCTING CROSS-CULTURAL STUDIES OF PTSD
Epidemiology

In assessing the incidence and the prevalence of PTSD and related
psychiatric disorders, it is important to consider ethnocultural variations
in the definition and expression of the disorders. If standard psychiatric
definitions (DSM-III-R/ICD-10) are to be used for case inclusion, it is
possible that false positives and false negatives will enter into the rates,
resulting in erroneous and potentially pernicious conclusions. For example,
if researchers are studying traditional American Indian populations living
on reservations, and they are using DSM-IV standards, they may misdi-
agnose cases. In such situations it is necessary to use idioms of distress and
indigenous concepts to determine an accurate rate of disorder. Several
publications have addressed the problems associated with cross-cultural ep-
idemiology (e.g., Marsella, 1978; Marsella, Sartorius, Jablensky, & Fenton,
1986); these offer detailed suggestions for conducting cross-cultural epi-
demiology studies.

Recommended Clinical Studies of PTSD

There are a number of research strategies that can be used to conduct
clinical research studies of PTSD and related disorders across ethnic and
racial groups. These include symptom frequency (explore symptom frequen-
cies of standard psychiatric and indigenous symptoms among cohorts or
samples from different ethnocultural groups); matched diagnosis (explore
symptom profiles among populations from different ethnocultural groups
who share a common diagnosis of PTSD or a related disorder); international
survey (conduct surveys of symptomatology and other clinical parameters
of patients with PTSD from different countries); and matched samples (ex-
plore symptom profiles and other clinical phenomenology of PTSD by com-
paring its presence in matched samples from different ethnocultural
groups). In this last instance, the emphasis is placed on matching for age,
gender, education, social class, and so forth to reduce the variance asso-
ciated with these variables in general population studies.

Other approaches include indigenous symptom expressions and folk dis-
orders (study the symptomatological expressions in non-Western popula-
tions via investigations of culture-specific disorders such as latah, koro, and
susto, and folk expressions and symptom metaphors such as heavy heart,
soul loss, shaking stomach, and brain fag); and factor analytic approaches
(use factor analysis to empirically derive the structure of symptom patterns
among different ethnocultural groups). Furthermore, rather than accepting
existing Western notions about symptom clusters, researchers can admin-
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ister symptom checklists to different ethnocultural groups and then submit
the responses to factor analyses for each of the groups studied. The factorial
structures or symptom clusters then can be compared using factor-
comparison methods to determine the degree of similarity. This method
offers the chance to determine ethnocultural variations in symptom pat-
terns empirically rather than accepting a priori notions based on Western
assumptions and experiences.

CONCLUSION

Ethnocultural studies of PTSD offer an opportunity to identify the
universal and the culture-specific aspects of the PTSD experience by com-
paring ethnocultural group differences in the distribution, expression, and
treatment of PTSD. Identifying these differences can help clinicians adjust
their practices and procedures to accommodate to the shared and the
unique aspects of the PTSD experience.

There have been numerous studies of PTSD that have examined eth-
nocultural aspects of PTSD rates, expressions, and treatment regimens.
These studies have investigated different (a) ethnocultural groups (e.g.,
Afro-American, Indochinese); (b) victim populations (e.g., refugees, vet-
erans, victims of natural disaster); (c) traumatic events (e.g., Vietnam War,
rapes, and other crimes); and (d) clinical topics (e.g., epidemiology, ex-
pression patterns, alternative therapies). The results of these studies are
generally consistent with the results of existing biological research that
suggests there is a universal biological response to traumatic events that
involves psychophysiological activation and disregulation of the adrenergic,
opioid, hypothalamic—pituitary—adrenal systems, with attendant clinical
symptomatology. It has also been speculated that there are permanent
changes in the structure and neurochemical response patterns of the locus
coeruleus. However, whereas the response to a traumatic event may share
some universal features, especially when a trauma is more severe, ethno-
cultural factors may play an important role in the individual’s vulnerability
to PTSD, the expression of PTSD, and the treatment responsivity of PTSD.
The sociocultural construction of reality cannot be ignored. Notions of
personhood, social support system patterns, and concepts of health and
disease are all cultural factors that may mediate PTSD.

Limitations in the cross-cultural sensitivity of much of the existing
ethnocultural research constrains our knowledge about culture-specific as-
pects of PTSD. Some researchers have suggested that whereas intrusive
thoughts and memories of a traumatic event may transcend cultural ex-
periences, the avoidance/numbing and hyperarousal symptomatology may
be highly determined by ethnocultural affiliation. In addition, ethnocul-
tural factors may be important determinants of vulnerability to trauma (by
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shaping concepts of what constitutes a trauma); personal and social re-
sources for dealing with traumas; early childhood experiences; exposure to
multiple trauma; premorbid personality; disease profiles (e.g., substance
abuse and alcoholism); and treatment options that successfully contain and
control the trauma experience.

The measurement of PTSD remains a serious problem because the
existing instruments often do not include indigenous idioms of distress and
causal conceptions of PTSD and related disorders. For example, it is widely
known that many non-Western ethnic groups present symptoms somati-
cally rather than psychologically or existentially. Since somatization symp-
toms are not broadly sampled in many of the PTSD measurement instru-
ments, it is possible that important ethnocultural variations are not being
considered. In addition, of course, there are problems of norms, scale for-
mats, translation of materials, and the appropriateness of concepts.

Therapeutic approaches to PTSD have taken a variety of psycho-
therapeutic and psychopharmacologic forms. While these have generated
some interesting hypotheses and some avenues for more extensive explo-
ration, there has been a dearth of well-controlled therapy studies that
would enable us to reach scientific conclusions about the treatment of
PTSD in different ethnocultural groups. A promising area of inquiry ap-
pears to be the use of indigenous healing ceremonies for treating traumas
in indigeneous populations.

Existing studies provide an opportunity for generating and testing crit-
ical hypotheses about the role of ethnocultural factors in PTSD. With the
careful application of accepted crosscultural research methods and the use
of more experimentally controlled studies, future research will enable us to
understand the role of ethnocultural factors in the etiology, expression, and
treatment of PTSD.

Not all victims of trauma develop PTSD. Furthermore, some develop
it immediately whereas others develop a delayed syndrome. There is also
a need for more research among ethnocultural minority populations to
identify the sources of strength and resiliency that somehow mediate the
onset, course, and outcome of PTSD. One wonders if there are certain
philosophical or religious beliefs, social interaction patterns, or personal
dispositions and personality orientations that may be critical mediators of
PTSD among certain ethnocultural groups.

Exposure to an extreme and brutalizing traumatic event may override
ethnocultural variations. However, there are people exposed to the same
traumatic event who do not develop PTSD in any of its forms. Is there
something that people who do not develop PTSD have learned—
something within their ethnocultural experience—that can provide an in-
oculating effect? More and better research on ethnocultural aspects of
PTSD is needed to answer this question.
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